A new explanation for certain instances of acute reversible congestive phenomena in constrictive pericarditis is offered on the basis of 6 patients studied clinically and by right heart catheterization. In 2 cases intermittent tamponade in the presence of a rigid pericardiuma accounted for the reversibility of the congestive state, as contrasted with 4 cases presenting the chronic progressive course of classical constrictive pericarditis. The diaginosis in the 6 cases was proved by surgery or autopsy.
Cardiac fluoroscopy and venous pressure were normual. The electrocardiogramti showed normal QRS voltage, a P-R interval of 0.24 second with wide, notched P waves, and isolectric T waves in the standard leads. One episode of atrial flutter occurred while iii the hospital with conversion to sinus rhythmii by digitalis. The skin tests for tuberculosis were positive. The patient was discharged on August 24, 1954, with a diagnosis of "mitvocarditis of unknown etiology."
He was readmaitted in January 1956 with exertional dyspnea, syncope, and facial edemia of 2 days' duration. The physical examination was unchanged with the exception of progressive hepatosplenomegaly. Cardiac fluoroscopy now demonstrated pericardial calcifieation, predominantly over the posterior and diaphragnmiatic aspect of the left ventricle. There were frequent episodes of supraventricular arrhythmias.
The Between 1953 and 1956 the only cardiac complaint was vague exertional fatigue. However, during this period, the patient was studied annually by right heart catheterization, which revealed progressive increases in right atrial, right ventricular end-diastolic, and pulmonary wedge pressures with no change in the cardiac output.
In view of the pressure increases, pericardectomny was performed in January 1956. A thick calcified pericardium was found with complete obliteration of the pericardial space. The patient returned to his road construction work in May 1956 and noted a distinct improvement in his work tolerance. In July 1956 right heart catheterization showed return of all pressures to normal at rest and during exercise, without change in the cardiac output.
Comnment. Over the period of observation, the pressures increased without comparable progression of symptoms. This emphasizes that in chronic constrictive pericarditis appreciable pressure increases may occur with clinical manifestation so insidious that their significance is apparent only postoperatively. 
